Non-cancer conditions and palliative care
In the recent times medical fraternity has realized the limitations of curative medicine in improving the quality of life of patients suffering from chronic diseases and importance of palliative medicine in caring for these patients. Palliative care is now recognized as the need of not only cancer patients but also people with HIV, severe kidney disease, heart failure, end stage lung disease, progressive neurological diseases and other life limiting illnesses. 1 In 2010 the major contributions to diseases requiring palliative care in India were from non-communicable diseases that accounted for 53% of all deaths. Among them, cancers constituted only 6%, whereas cardiovascular diseases contributed to 24% followed by respiratory diseases (11%), injuries (10%) and diabetes (2%). 2 As per the Global Atlas of Palliative care, the common conditions among adults and children which require palliative care are given in table no 1. The less common conditions are multidrug-resistant tuberculosis (0.8%), Parkinson's disease (0.48%), rheumatoid arthritis (0.27%) and multiple sclerosis (0.04%) among adults and cardiovascular diseases (6.18%), endocrine and blood immune disorders (5.85%), cancer (5.69%), neurological conditions (2.31%), kidney diseases (2.25%), cirrhosis of liver (1.06%) among children. 3 Cancer ranks second among adults and eighth among the children. People with non-cancer life limiting diseases also suffer from physical symptoms like pain and psychosocial distress which compromises their quality of life very often for the rest of their lives, affecting also the family members and caregivers. Palliative care as defined by WHO 3 is the solution to these patients given that curative medicine is focused on biomedical mechanisms alone.
Need and availability of palliative care for non-cancer conditions
The need of palliative care among cancer patients in India is largely unmet. But that does not and should not overshadow the needs of other non-cancer patients. One of the fundamental texts on the subject, the Oxford Textbook of Palliative Medicine (Doyle, Hanks, & MacDonald, 1993), cites several reasons for the fact that most palliative programs offer care mainly to cancer patients and their families. 4 But, Sandra McKinnon about her experience of what happens to people dying of non-cancer diagnosis states in her article that even though the illness may eventually lead to death, people will live, on average, much longer with any medical diagnosis other than cancer. 4 In the same article, the author questions, "how is chronic cancer any different from chronic liver failure, chronic renal disease, or chronic respiratory diseases, how does the lived experience of people with these various diagnoses differ from each other?" She justifies the need of palliative care services for non-cancer patients stating that each of these illnesses is characterized by exacerbations and remissions with an eventual terminal phase requiring support for patients and families. The support required by people dying from any of the medical condition is not different from the support needed by someone dying from cancer. 4 In a review of 14 studies Luddington L et al also summarized that some patients dying of non-cancer conditions have needs comparable with those dying of cancer.
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The right to a pain free and dignified life cannot be denied to people suffering from conditions considered less serious than cancer. Especially when the numbers of such chronic non-communicable diseases are on an increasing trend in India. Nearly 3.6 crore cases of coronary heart disease and 3.1 crore cases of diabetes was estimated for the year 2005 and was expected to have risen to nearly 6.1 crore and 4.6 crore cases respectively in 2015. Hypertension prevalence among adults ≥ 20 years was 159.46 per thousand. In addition to these non-communicable diseases, wide availability of anti-retro viral therapy has made HIV to be a chronic condition requiring palliative care; around 2.7 million people are living with HIV and about 1.89 million suffer from pain requiring palliative care. 6 The need for palliative care is further increased in India because of rising life expectancy and increasing proportion of elderly in the population. 6 It is known that only less than 2% of those who need have access to any type of palliative care in India 7 given that the total number who need palliative care is estimated to be 6 million people a year. 8 In India currently about 908 palliative care centres are providing palliative care either through home care or on outpatient basis or in-patient service. Among them 841 centres are in Kerala. Majority of the palliative care services are available only in one state and there are some states in the country without a single centre providing palliative care services.
6 Globally this new millennium has seen a growth of 138% in palliative care teams made available in hospital settings.
9 But, these resources are unequally distributed, with the western countries having a higher concentration of these resources. As noted by Prof. Sushma Bhatnagar, there is still inadequate access to palliative care by people suffering from non cancer chronic ailments. 10 Having said that the number of people requiring palliative care for non-cancer conditions in India is huge and such care has to be provided in conjunction with the standard treatment they receive, the question that arises is, where and how can these services be planned and offered. Institution-based models of palliative care have not been considered as realistic solutions even in global scenario and more so in India keeping in mind the numbers and the lack of facilities in the hospitals. Community based palliative care programmes have been developed and are running successfully through the Neighbourhood Network of Palliative Care (NNP) units in Kerala. But the same has not been possible in the rest of the country, as it requires unique standards of community participation in providing and managing palliative care services. Without the awareness, motivation and empowerment of the communities, it is difficult to replicate the Kerala model in rest of the country. Till the time such an emancipation and realization of the population happens so as to have ownership and take active role in management of the programme, palliative care needs of the non-cancer patients cannot be ignored.
The way forward
Therefore the next question that arises is how can palliative care be integrated with the routine management of these non-cancer conditions. The guiding principles as rightly suggested by the Expert Group for the Proposal of Strategies for Palliative Care in India is to deliver palliative care at all levels of the health delivery systems, from primary to tertiary levels. 6 The Global Atlas has described Palliative care to be provided at three different levels: i) through a 'palliative care approach' adopted by all healthcare professionals, provided they are educated and skilled through appropriate training ii) 'general palliative care' provided by primary care professionals and those treating patients with life-threatening diseases, with a good basic knowledge of palliative care, and iii) 'specialist palliative care' provided by specialized teams for patients with complex problems. 3 Primary care providers are less equipped to manage all these conditions and therefore most of these ailments are treated either at the secondary or tertiary level hospitals. Most conditions that have been recognized to be requiring palliative care are at some time point in the course of the illness, treated in tertiary care set-ups. Though the exact figures are not available, a high proportion of deaths in India occur in hospitals. Experts have put forth the argument for specialist training in palliative medicine and it was expressed that a body of specialists trained in palliative medicine would help India to influence national level policy making, involve the policy makers and ensure political will and backing to implement palliative care as per WHO vision and mission statement. It is also important to note that based on the feasibility of operationalization of the strategies, short-, mid-and long-term goals should be set. With the huge number of patients requiring palliative care in India, the number of specialist required will be equally colossal. Presently the awareness among the medical graduates regarding palliative care is as low as 41.6%. 12 In addition to having specialists we also need to train our medical graduates and postgraduates in the basic principles of providing palliative care so that palliative care can be integrated with the routine management and specialist services can be reserved only for more complicated cases. This recommendation is not new as in the review of the book Palliative Care for Non-Cancer Patients, Weatherall suggested that palliative care must be integrated increasingly into medical education, at both undergraduate and postgraduate level. He further states "considering the diversity of skills required and the increasing workload, the care of the terminally ill, and certainly the chronically ill, will for the most part have to remain within individual hospital specialties, the community and the family". To improve the scenario and for successfully implementing the first of the three strategies given by Global Atlas i.e. 'palliative care approach' for all healthcare professionals, all doctors and nurses have to be trained in skills of delivering palliative care services. If such training is given, the second strategy of 'general palliative care' can also happen. This can happen only when it is introduced as a must-know area into the graduate curriculum for medical and nursing courses. In the Proposal of Strategies for Palliative Care in India, the recommendations for tertiary care centres focus on providing palliative care to mainly cancer patients in the Tertiary Cancer Centres (TCC) Scheme. 4 But tertiary care centres can be a good point of access to all non-cancer patients requiring palliative care and if the treating physicians and nurses are oriented and skilled to provide palliative care, the outcomes of treatment can improve. The care can be part of the continuum that the patients would receive also in the community. So when planning for the palliative care services in the country through integration into the public health, the oft neglected non-cancer diseases should remain in focus of our policy makers and the large network of tertiary hospitals should also be in the service delivery of palliative care.
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